Chi ari's network, reportedly found in 2 to 3 percent of hearts,' is a membranous fenestration which may involve the rena cavae, right atrial wall (erista terminalis). coronary sinus, and interatrial septum.'2 Most of Chiari's webs are incidental findings at cardiac surgery or portmortem examination. To our knowledge, entrapment of a cardiac catheter in this network is a hitherto unreported complication of cardiac catheterization. We report this incident in a patient whose Chiari network involved a secundum atrial septat defect.
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CASE REPOBT
A .51-year-oldasymptomatic man underwent evaluation of a heart murmur winch had been noted at the age of 21. Physical examination resealed a blood pressureof 150/90 mm Hg and a regular pulseof SO/mm.Venousdistensionwas not present; the chest waa clear to percussionand auscultation. There was a slight parasternal lift. A widely split second heart sound with an accentuated pulmonic component was present. A grade 2/8 systolic ejection murmur was heard in the pulmonic area.
Chest s-ray examination revealed no evidence of ventricular enlargement. Laboratory data were normal.
Cardiac catheterization was performed from the right basilic vein. An atrial septal defect was crossed with some difficulty; no associatedanomalouspulmonary venous drainage was fom d on pulmonary arteriography. The hemodynamie findings showeda pulmonary flow of 14.4 L/rnin with a net left-to-right shunt of 9.8 L/min (3:1 pulmonary to systemic flow ratio). Towards the end of the investigation, during withdrawal of a No. 7 Cournand catheter from a right FICURE 1. Postemanteriorand lateral chest roentgenograrns obtained after cardiac catheterization. The curled catheter is trapped at the level of the atrial septaldefect,its tip directed posteriorly into the left atrium.
KASSANOFF, SYMBASAND WENGER CHEST, VOL.62, NO. 3, SEPTEMBER, 1972 lower lobe pulmonary vein into the left atrium, the catheter became trapped and looped at the level of the atrial septal defect; injection of contrast material revealed its tip to be floating free]y in the left atrium (Fig 1) . Attempts at extrication involved the use of guide wires in ax,effort to straighten the catheter, pressure injections of saline solutions to dislodge the trapped portion, and amyl nitrate inhalation to relax possiblevascular spasmassociated with the entrapment. Simple traction on the catheter was without result, and produced considerable chestpain. Becausethe exact site and cause of entrapment was unknown, the catheter was left in place, and connected to a rapidly flowing heparinized saline infusion in order to prevent thrombus formation within the catheter. Continuous overnight traction was applied to the catheter by means of a specially designed weighted pulley system,and was of no avail. On the following day, another attempt to remove the catheter under fluoroscopic control was unsuccessful.
As the hemodynamic data indicated a significant left-toright shunt, and as the catheter could not be extricated, thoracotomywas performed on the third post-catheterization day. With the patient under fufl cardiopulmonary bypass, right atriotomy was made.The tip of the Cournand catheter was discoveredto be curled upon itself and caught in the strands ofaChiari network in theatrial septum (Fig 2) .The Chiari strands, together with the catheter, were excised and the atrial septal defect closed by direct suture. There wereno complications.
DIscussIoN
Chiari's networks are fenestratedmembranesin the right atrium, resulting from incomplete resorptionof the valves of the inferior vena cava (Eustachian) and coronary sinus (Thebesian). ' Such membranes are occasionally the site of thrombus formation, thereby providing a potential sourceof pulmonary embolism. Unusual murmurs may also result from theseanomalousbands.
The fibers of the network have wide attachments,' either to the crista terminalisof the right atrium or to the interatrial septum. In the presence of an atrial septa] defect, the network might therefore be found anywhere within the defect, thereby representing a potential difficulty, as well as a hazard to transatrial catheterization. In our patient, such a web did indeed lead to difficulty in crossing the interatrial defect, a procedure usually performed with ease.
The presence of a Chiari network was not initially suspected as the cause of catheter entrapment. As injection of contrastmaterial demonstrated that the tip of the Cournand catheter was free in the left atrium, serious consideration was given to the possibility of a catheter defect. Cracking of a cardiac catheter might conceivably entrap it by catching a portion of tissue. If the tissue obturates the crack, injection of contrast material might fail to visualize the defect. Catheter defects as a cause of complications of intracardiac catheterization were not reported in a recent cooperative study involving over 12,000patients.' However, such a defect has been known to cause entrapment in a coronary artery, necessitating thoracotomy for its removal (Dr. Abraham SE, Atlanla, 
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